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PROGRAM PLANNING RESEARCH:
COMMUNITY INTERVENTION STUDIES IN MALARIA
MALAWI, AFRICA

ABSTRACT:

Ministry of Health policy for malaria control in Malawi
places emphasis on providing chloroquine at the community level
for presumptive treatment of fevaers and for routine
chemoprophylaxis among pregnant women. As a means of increasing
utilisation of chloroquine at the viljagc level in accordance
with this policy, thirty efght Traditional Birth Attendants
(TBAs) were trained in a two-day session to diagnose and treat
malaria in children under five and pregnant women. TBAs were
regularly supervised and taught to keep records on numbers of
chlorogquine tablets prescribed by age. TBA performance was
evaluated by examination of their record forms and thrqygh
reporte by mothers of children with recent fevers. Results of
the evaluation indicate that TBAs are acceptable sources of
advice and treatment to mothers with childron.who have fever.
Mothers in the area where the TBAs had been trained rnp;rtcd that
they used ;bgnrby health facilities less often as a source.of
advice for fever among their children under five, though this has
not been confirmed by health facility reports. [t was found that
over 90% of doses of chloroquine as recorded on the TBA record
form were correct for aga. The cost of chloroquine required to
assure treatment of children under five was estimated for the
study areas using current chloroquine costs, printing and paper
costs and Ministry of Health salaries, and .xtraﬁolaeod to the

nation.



P

COMMUNITY 'NTERVENTIONM IM MALARIA

PRE-FR2GRAM “ESEARCH

(FICTURE 0F MOTHEFR WITH CHILD) [maqgine vourself as a ysoung
citild i rural Malawi. vour body wracked wiith fever and chills
ard ochoz, Jdiarrhboea and hoadaches fronm a horrible diszease oalled
maleria. OR — Fut  vourselve2s in the shos of that child®s
arents, Yot liwe in a2 village 10 mniles away from the nearacth

clinic end help “or your child is inaccessible hecause the roads

a4

are impassable di'e to floods.
Malarie i a significant health problem in Malawi. Duriné
1984, malaria was responsible for one +third of all outpatient
visite and For at leazt 10 percent of hospital deaths.l!
Incidence m+ fover/malaria in cnildren under five is more than
1% episodes . rer vear.2 The =conomic impact of malaria as well as
Ehe human sufferimy associated with both morbidity and mortality
are significant, and have made malaria control a high priority

within the Miniastry_ g@f Health.
vs b Y--g:
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{ Minictry of Health Outpatient Records, (986 and (983,
Lilaongwe, Malawi .

? Ministrvy «of Health Serocurveys, August 1986, December
19846, and fpril 1987: Karonga and Salima Districts, Mal awi
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. Malawi is a small, landiocked country in southeastern

S ima, islide of Afrrca maps. [t is characterised by densely
) tuated ural viilages (slide), smallholder +arms (slid=), a
iagh o infant and  childhood mortality rate, (slide’ and hign

trnciagenca2:s 2f Inmanisable and infectious diseases.

T Malawi, communication  about health relies principall-
L2011 intern2esonal  channels, since mass media channels are
eaegte Lo b L: radiov and newspaper. The 1litersacy rate is 20%.
~ahio’s  resch iw limited Eg about 14 percent of the rurae
wnulaticn. One of the activities of the HEALTHCOM FProject x
Malawr  as  hoon to examine tHe potential benefits of usiné
. Traditional Birih Attendants as  an additional chennel 4$or tho
dalivore af malaria  nformotion. Beginning in Decembear 19254,
frnds and ‘echnical  assiztance from the CUCCD and HEALTHCOM

Froject: vers2 “acussa2d on rasearch to legrnz (slide)
Can, Traditional FPirth Attendants learn to diagnaose and

trosl malaria in children urnder five?

4 betll Mnthqrs acceot advice and treatment for malarie

-t

Traditional Birth Attendants?

are ‘thc costs of providing chloroguine through

Traditional Birth Attendants’

.
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The work was undartakan in 47 villaves wikthin a 9 kilonskrs
srdiunug of four major health ftaciiilities 1n bthe Salima District o+

Malawi (slide of Salimar, very  cluse o Lake Malawi, whare

malar ia L 2rrEml o s L 0N NI mi XY 28 voar rowund, Tend etudy arocas wera
sy, 3 control wmd Tntercention area. (S1i de:

(MTERVESTION AREND COMTROL aREN

N MU TRAS TRATNEQ

-r

TEOVHEAS RAl

M TH WNFEERS FETRATNED HEAL I'H WORFERE RETRALIMED

In rhe [qtervention freae, 73 hraditional bairth attendants (TEAS)
: 3
were hroined  To supplv chloraguine to children under +ive. 13

Lirve iLontrol  Area, roubtine health s2rvices continued as hefore.

w

In  bDotr  z2roas, health worktzrs 1n nearby clinics wers ot ven
Pt mgner braining cn malaria Jdi agnosis and treatment, and wsras

toantructed e ailve zpecific health education messages to motrers

A% citldraoy, wikinh tevers,

(Claide oFf TBAY TRAs in the 18 wvillages in the interventior
area wers  identified by wvillag?2 headmen, contacted and advisea
that a two ng training session  about the dieunosis, troatment
and preventéﬁ?f of malaria was beiny held in their area. 33 TBés

singrod up for the training course,

‘2lide)  Trainirg of  tradicional birth attendantz was
condue Fod ovnr o bwo dav period. THAs were taught:

Copresumpbicoros JdilaandBis f o malari a,

't
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X prescribing correch guantities of chlorooguine tabi eks

+
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£ fepid sgonaing to reduce faver s,

¥ nroventive 2ctions Ba prevent nosquibto breeacing araound kha
Frover . 2nid

kK sz k2@01in g,

=imyl ooy iraining HeEElons wers fheld witn health worksrs,
Swacl iy insbroctions ware given Lo boih TBAs and health workers
et it bR Lrailn:nm ﬁessions‘ﬁhat theQ should provide the mothq{
WF ka2 chittd with malaria witih the correct number of cmloroquin}
Fatelebw Ao dhe ehild®™s  aae or phyvysical deveiopment aroup, t;
. Ll ]l LRe moikher Fhat Bhe child has malaria, to provide instruckt: -
arer abeoris feiw manyy davs Ehe tablets should be taken, and to
Al o we2 canbtive anasures Lhat  can b2 taken around the Home,
Tt ag Lo ning of cow dura, aml eliminztion of breeding sites by

Aembe 30in whidr collection sites.
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(SLIDE; These I8 THRAs were advised that during the period of
Yo study  thev would be provided with chloroguine on a moanthly
brsiz. and kEhev were zncowaqgead o aroavida their servicss ant no
ot o ahildren under  five duarinng the poriod of studv. They
viar e alao reqeesied Lo orovide  chlaoroquine preferentially ko
w3 Tdy e negey fFive uand pregnact women, althouagn 1t was raalsaed
rak bR wowid Le raguired Lo oreovide  anhiaoroguine bo obnee
ciilacr roaidents  as well, nfLter their return to the village,
TENE wnerm iz ked each o wonth dsli-de) by 2 membe- ot the study
Feram i whicin time records. ware raviewed, problems discussed

, . . . it
diainashicster2atmeant agraocedures reviewed and chloroquine stock$

roacdoni shhead,

TEN omerformance  and acceptability by mothers were evaluated
ire rnrae lifterant ﬁethods:
ZLinEs
- =grological practices surveys to obtain mothaors®
raparts of where and how their children with “evers

were treateds

& reuiew of the TEA recurd forms each month to determine
b i . .
-

i%:forrect doses of chioroguine were recorded for rthe
aq;.of the child =zi:en: and

X Faview of haalth facility autpatient records +to
del xrmine dosages of chloroquine dispensed by age, and
whiablher bhare was vy changs in the pattern of visita

R children wurder Lhe o oFf five vears For malaria,

[
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Mexther= 1 hobth the interwention and controal areas renorted
ke gou- o2 of advidcs For ravaer in children uvndoer five ;eara
t= fwo practice gsorvevs in Decerber 1986. befors the TBAO traicvin-
gd.oand in Aprit LS8, faur gmanths atter Bhe Eraining was coruaaee -

iy, Almoet. Lo0% of aothoeres consul ted health workers for ma: aria

in Lhelre chuldran daring Jecoenber, In Lath the intervention and

control  eross. (BLIDED itie aliQe =hows that after the TEA
Lraining, TiA o9+ ilhose same ﬁpthers consulted TBAs instead of

T
frvralih worters an the intweryvantion area. In the control ar&ié
PEE af mothers continued ko consult nealth workers for malaria in
thoir chilvren, This demonstrates thnat 1if TBAs are trained i3

tr2al mal.aria, thay will be an  acceptable source of advice nwo

malbners +tor fever in their childrern under five.

(SILIOE) This slide shows motners® reports of the dosags or
vhvioroguine Laewy roceived from either a realth worker or TEA for

their children wunder five, cateqorized bv whether the riose was

crrect, under or over for the .age categorvy. iMothers recollsct

~

. . -
receiving A underdose of chloroquin2 in over S50% of treatmonts,

eithaer by a health worker or [BA. This data may reflesct a
mathar s inclination ko qive 1oess chloroguine than the Erzatment

regquires  rather than her recollection of how many tablets
roceived for her chila, W2  have seen duriny this study htie
. L]

Fluacbance of 2ill wgeres bo reguesl the full dose  of chloroouwino,

é/
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) wioon they  were required 1o oo to the TEA for three successive
a3 ko esllect Eheir treabment, Yillagers report to stop taking
mfiormquino "orce  bhe symptome  have dicsappeared"  cr one to kao
days ofher baainninag treatment. This would account for tne
maierit o oot aotheres uwvndoer-regorting the amount of cnlorooguine
Cation fae kevadie i ideaen., [t does nok necessari v demonstrata
b rnema oty abie dosaqes were given out either b, 18AQAs or kealrtn
STl ol CEREAE I8 Howeeewr,  continesd anderdosine by morthers, health
TR TR TTT LR el othee ohloronvare zupplicrs is a problem and mav
oot ivera Gioanificanily en iacreusing ' chloroguine resistance gp
tloas i, hti

' VERn eport that  kthey orescribe correct dosases moca
2tk L healbn woriers., ODuring our monthliy visits to che
Thiig. wne i eated them all by azliing them random ages and treatment
dousages. b our most recent visit, 354 of the T2As respondec
with toee rofrect dose. Figure & zhows doseqes recorded by TBrs
arnd ne2alt~ warker:s for the most ra2cent month., Health worlker
racordz showed that ONLY 18% of treatments were qiven correctlvy.
FEA recor&.#showed that 923% of btroeatments were given corirectlv.
ilr stock=-taking figQures and the in=depth interviews reinforced
e brelief that TBAs were dispuansing chloroquine in the amounts
.

vocoeded wn theilr recor: formé{ .

' Moo ekt Eable shows mobther's reports of the number of davs
.

Pt cwule dnestrwected by TS8s and heerth workers to hEreat  hedr

i
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“hild., fnis  information was probably t“he most impor-ant message
~tom o could be given by Bi&%s or heatth workers Lo anthers, There
13 o siagmificant differ2nce belwsen corraechk instruc:oions to fako
bhe: cohibaromsr g aver Lhroe days tetween TBAs and  health workers.
Jur daka suqgueesks titet okhsrs may roemember the diaqposits, and

creatwe ok Lnebrirotions ortter when toald by o 2R inan a he. ith

wirye b, TS are  maiaghbors, otken friends of mothers anoss
Ll dran are irouaht Ly trestmenr, Hhe craatment occazion

et S NI SN T s Pl A btroe o or o the veranda of a naiagnber’s house, not

i fhe crowded, louwd, and irRibiting environment of & hea;tg

=lintn. Matharzs report not wanting ko o to the clinic unleoog
thieyr nave a ociean cloth  Schitenje2/to wear. They can visit

tha TRA just as rhey are2. The TEA probably spends more time wibh
Eoer meztber aad her child than the health worker would. and tne
Lime kitak Lk kakwes  the wother Lo vet her child btreated 135 much
shertor, congidering the distarcve between home and treatment ano

Fhey lack of waitinog Lime to reca2ive the treatment.

Qur watimake of the amount of chloroquine needed to traeat

children u five was raised significantly by Jur suspicion

thak the would have to freat adults as'well as children,
This table sths the number of «chlorouquine tablets reported Lo
mave baer: Jdistributed by TEAs, by age aroup. In April, 42% of
Lhe breatnenks resznrded as hevihg been treated wers to childron
vricker fFives these cnildren received 1% of the chloroquine

[ ]
abilebk s i steribuabed, This Jaka supoorts owr Enewry thai in ordor

a
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ot al o ahoaror i Malawi,

krizat  children ander five, Lra2atment must be giver €9 at.

T
-
~

il ogers.

Frovstedwnn of thie - «thra cinloroguine obviously hpas an iroact
e 2=t f ke wrogram. vhil2 villaas: based distrisurcion

wrowloms mae e artaechive and acceptable, the. are not inespensy -
E Mo mee2 thilaren are reached bhan are oachad by baslnh

contrars o Lone, ang the Lot wF oroviding free health care 4o oa

Y

Toapager ctnpecl bl Dk Halawi s 15 signi ficant., (SLICE) This next
bl hveman ey sk of evovidina o chloroguire to childr

Loepder f i Rl kLine treatmenl of foavers, These costs inclue
t
alaries, and Malawi

A
T

n Y o (- zupervisar

[A]

cateert el For s wcard

Focarnment Tender Frices for chloroquine, The cosk per troabmentn

-

af Freevwr e ki latren under five i3 ostimated Lo be 2B cents.

“

Dwpnkyeeninhds cenit s 1s oapproximately one half of the dailv waag of

Miive tanle  shows the eupzcted cost of traininag for fbBAas,
Lemn oure shudy we can estimate the zost of training) one TRA ho be

$201. 32, This is based on oune trainina session whaere 38 [BAs nere

R

o ainod, buigzi do not expact thab the cost per TEA trained would

o signifieantly, should BAs e krained throughiout the nation.

.

Toamt o makigakes Cor rhe nacion were caleulated assuming thol

Bhas cerngy g owolo we arrtendes o the natiopal level areduativ
. LY
st et e paEriong. (SRR This kamle <hoos LD opodoe cod

(‘f’



~Iss 0f a phased five vesr proagram to  pravide chloroquine ro
varldren under five vears o+ ane throwgn trainea TEAZ in ail

willaces. ircludinog chlorogual ne, suppliae

'Se . Nd gupervieinn.
ezt oot Lraining, based on numbers of TRAs trained., wouid be an
agdr Fional siost, ostimated at $410,.400 if one TR was w-aiaed in
rach i lange in Malawi. b g cleasr bthab recur-ent costs reoguireng
Py s reide chivceogquine B civildaran with  tevers hy TBRBAs 1n Lhe
commpuni £ 2re coneiderable, snd will continue  to increaze each
wepap g ki b inflation rake as nocow TBAs  are t-ainsd. These

caratn Lett oL o expected tu be recovered trem health facilities

whitzes2 chmand £ chloruoguineg nav docrease when there is widespros
' 3

EX ﬁrnwisiun Ak the community 'level.‘ The decrease in health
Faciliry  couks would e difficulit ko est?mate in terms of
“oav L., Cine would expect that a decrease in children seen witn
m:iaria, arasently one kthird of all outogtient visits of children
teader cilve nationwide, would permit already averextendéd health
wrptk e o concantrake on other disease problems. By krainina
Tt ko conduct other simnle oreventive and treatment activities,
EUEW.JS providing ORS to children w«with diarrhozal disease to

pravent impact on the health facilitv could be ewvun

.

mor2 import

(Elide oF TEBA with patientes) TBAs in Malawi are usuallv
waid, in wcaszin or  kind, for obstetr:cal services which thay
porform.. In bthis siudvy they were requested to orovide botin

Lonsy. tation for fover and chloroguine ko communt By members at o

j O

s %

ot e ra
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cost., I+ THEHAs are o2mpmcbaed Eo conbtinae malaria and oeher

disgnostie and btreatmert sorvices as oart of comounity participa-

Lean in FPraimarsy Health Cars ik oawst be recogniced othat abt some

Eime by MEVY A TIIONE Lo charge & +ee for their cervices, FoRine

9

for wrasumptivae te2alment of foevears, 1f appropriately skeoacturad .
could proevide both a fae vor corvice necessary bt assure Cornk e
@i o varbticipacion = TRAz and A sowrece uf income ko parti Aty
Fireenes: both Fhe L-ain: g ond bhe recuyrrent costs Lssaciated wy b

areoreiding ahiloaragud at Elve willaga Loevel,
%

x.

Cooi vecave sy weasures vould aececsitate a laixgistios svst3

sitad

wikh B mapn sy Ffor collacting moaneyv, but ore which could
aer ate witiiie the prosent Minictry of Health dietrict 0 hoalih

conitre i gtrigakion wveron for zoamodi bioes,

G Jdaks  dows nok,  however, aglive us  information about

wtiilrsation of TEAs, shouwld the chloroguine have an assoociabed

st FEven am2ll  fees may aiter Lhe acceptbility of Bz as 2
source of advica and medicaiion., Moth=2rs with severely limted

income may ‘ghoose to take thoir child to a health faciliiy where
- . B

f?eda They may attempt to treat che faver at

home with Tess costly aelicakions b obtaining medicine from

.

tradibtianal feslors aor local  shaopkeapgors. Chloraguine 113

'

avail able From  willoge whovse i Malrei a2t a current ccst of o
canis per Labiet, fmbiowvratics aro  available at  less than nalf

TIVLSE e, Seoc by eoarnynice dyvnamicg muest be 4 2ken ANt consldoe s

1y



fpes are to be choroed by ThAzs, ond  fees zhould pe =er

Liape Bivesraagh o stoay of Lhe mav i ferm  allowabla Lo

i omap o wbilizoavion,

preproge an rescar b domonstrated thot: =L1OkE:
Pldy: are an accoptaible soaroe of advice for fovwre for
wuihmrﬁ weikend laren urnder  sive vears of ana. Monpers
Wi ot hibes nan L Rrained TRA raoer ted gorng legs
b b merad A, Facilinies tor Bheir chilu-en®: fevers.
Meckheor: wing cisiked TrRas P @M rar Ehi corroct dosage &
ek boreprioe: at leoast as well., ond perhiaps «lightl
. s

v, o Lhoan o meihiers of ocialdren who visithad health

2.

i

vl
Plodt izar @ po2mennoer s1anificaently better when toiaga ov o

TeA btnalbt khey chould  give kheir child chlaroquine fror

Liv e dayes Lhan when tfold the same information bv =
M aL i worker,
Thanag are able to rewmemb2r and record accurete JdosacDs

for childrans under five.

E‘r:cost of treatiny fevers i children under five in

o .
-

tlp-intervention arse. was 22 cenrts per kreakment, which

iZ2'more than ha:f of Lhe dallv wage of a rural laborer

in 1ol awi DU

i  pro‘ected costs  of training TBAs nationwide and
Erezatinn favaors in childeen undear five was shown to ne

LoIERT B KL W VELR |

1z’



'erzﬂ?*;h‘;"‘ﬁﬁ}}agg

FA-ALT -l ~A—
15 A W_SY{S*”

NATIONAL COUNCIL

OF

INTERNATIONAL HEALTH

The Rehydration Unit As A Center
For Training

In The PFederico Gomez Children's Hospital of Mexico City

Martha M. Lopez DeMontero, M.D. M.P.H.
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NATIONAL COUNCIL OF INTERNATIONAL HEALTH CONFERENCE

ABSTRACT

In Mexico, as a first step in a national training effort to
prepare local health personnel in the proper use of oral-rehydration
therapy for the management of infant diarrhea, representatives for
each of the 31 states and the Federal District have been trained in
the Children's Hospital in Mexico City. The focus of the training
is the newly established rehydration unit within the Hospital. This
presentation describes the role of the unit within the training.

TITLE:

PRESENTERS:

The Rehydration Unit As a Center for Training in
the Caildren's Hospital, Mexico City.

Dra. Martha Lopez DeMontero, Consultant, PAHO/AED

Dr. Felipe Mota, Director of Training, Children's
Hospital, Mexico.
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INTRODUCTION

Thank you.

I am very happy of having the chance of sharing with you my
experience in Mexico and it is related with the other side of the
coin - the health profession.

First, I am going to give you a little background of the health
situation of children under 5. Next, I am going to share with you
one of the strategies used to overcome the resistance of the health
professionals in using ORT in diarrhea cases. Last, I will show you
the results obtained, which I promise will impress you.

I. BACKGROUND

Diarrheal diseases in Mexico, as in other Latin American
countries, have been, and continue to be, one of the most important
public health problems. Diarrheal diseases claim the lives of
approximately 30,000 children under the age of 5, each year.

The first serious obstacle for implementing this oral “
rehydration therapy was that the physicians and health-care §
professionals would not accept the advantages of using ORT in :
treating dehydration caused by diarrhea, despite information
received thru conferences, courses and national seminars.

In addition, their negative influence was a decisive factor in
the behavior of mothers faced with an episode of diarrhea. Mothers
imitated the actions of health personnel eliminating feedings and
indiscriminately using antibiotics and antidiarrheal drugs. This
misbehavior resulted in serious iatrogenic consequences which led
progressively to malnutrition, infections, prolonged diarrhea, and

worst malnutrition.

These disturbing facts are common to many countries in this,
and other continents. But it is even worst, that they should
continue in Mexico, where the use of ORT began, in 1959. That year,
Dr. Victor Ceballos, using a household formula containing sugar,
salt, and sodium bicarbonate, demonstrated that a reduction in
mortality from 32 to 7.4 per 10,000 children under the age of five,

could be obtained.

This blbkground gradually created an avareness on the part of
health authorities of the magnitude and seriousness of the problen.

IXI. START or'wnz PROGRAM OF ORAL REHYDRATION IN DIARRHEA CASES.
In 1984 the program of oral rehydration therapy was startad.

The most important activities carried out in 1984 were:



- The First International Seminar-Workshop on ORT and
diarrheal disease. Its purpose was to update and motivate
all institutions, in order to gain their commitment to
carry out the national progran.

- The second activity, was to hold the Fixst National Course
in Planning and Management of CDD Progranms.

- Then, the plan of action for the National Program, was
designed.

- Last, the ORT Training Unit at the F. G. Children's
Hospital wvas built with the econorical support ot UNICEF.
It has been in service since August 1984. (Slides 3, 4, 5,
... but the first place to use ORT was the ..... )

These four very important activities vere carried out with both
domestic and international resources. One of the basic results wvas
those actions the coordination and support of International
Organizations interested in activities to promote infant survival
thru a primary health strategy.: ¥

¥
= In early 1985, a PRITECH assessment team visited Mexico with
support from AID. Its mission wvas to assess the CDD am and’
make recommendations. By implementing these recommendations we
could reduce and eliminate the obstacles detected as hindering
normal development of the CDD and ORT programs.

The following recommendations were offered as a means to
quickly broaden the program's effective coverage:

- The first wvas the execution of an aggressive training
program in the use of ORT among physicians and other health
personnel. This recommendation was promptly implemented
and its results are the subject of this presentation.

- The second one was the design and implementation of
operational research. 1Its purpose vas to identify consumer
beliefs and practices.

III. DESIGN AND EXECUTION

The next thing I am going to share with you is the clinical
training proyram that was the answer to the need to overcome the
rolilganco frqm health-=-care professionals.

1. Objectives. .
The objectives of the Clinical Training Program in ORT were:

FIRST: to improve the comprehension of the phisiopathological
progress of ‘diarrheal disease and its clinical
managenent.

-3-



SECOND: to develop and/or update skills in the management of

the diarrheal digease cases through the proper use of
ORT.

THIRD: to implement and organite an ORT Training Unit in the

trainee's home hospital.

LAST: to train health psrsonnel under their supervision and

2.

also to organize regional workshops.

Selection Criteria

In order to reach the objectives, the following selection
criteria was used to decide which states and which health
personnel would participate in the program.

(=]

3.

states with high rates of morbidity and mortality due to
diarrhea in children under five detected by the National
Survey of Morbidity and Mortality due to Diarrhea

outlying states.

in the states selected the personnel had to meet ths
following requirements: .

+ One physician (pediatrician): preferably the head of
the Emergency Department or Head of Research and
Education Department. Leadership and administrative
authority for setting up an ORT Training unit in his
hogpital vas essential.

+ One Nurse: with supervision responsibilities and
demonstrated technical and administrative leadership in
the state. Personal motivation for the program and the
ability to work as a team with the pediatrician wvas
necessary; and.

+ One physician or Nurse: responsible for the CDD and
ORT Program at the state level.

soription Procedure

By using these selection criteria, 19 states wvere selected.
next, a team of three health-care professionals was chosen
from each of the 19 states.



4.

Goals

After the selection was made, the .7llowing goals were
established:

o the first wvas to train the 19 teams in the treatment of
diarrhea cases through the use of ORT.

© next, to assist the teams _n the organization of an ORT
training unit in each of the 19 states.

o last, was that each team should train at least 20
health care professionals in their home states.

Organization and Operation.
The responsibility for the administrative organization was

assigned to the General Director of Preventive Medicine. The

technical one fell to the F.G. Children's Hospital of Mexico
City. AID/PRITECH/HEAL/PAHO were the International
Organizations that offered their economic support and
advice, so that the program should run smoothly. :

Training in ORT CASE MANAGEMENT lasted one veuk and was -
done in the ORT urit of the F.G. Children's Hospital.

The following topics were covered:

physiopathological bases of diarrhea and dehydration
case managenent

epidemiology of diarrhea

creation and administration of ORT units.

record keeping

research

mother's education.

The clinical training was supported with lectures
bibliographic material, case presentations, and group
discussions. The ocbjective vas to share first-hand
experience in guticnt treataments, and also to obtain
relevant technical information from experienced staff.

The basics for the creation of an ORT training unit in
each home state hospital was taught to the teams. This wvas
done in order to prepare them for the challenge they would
have to face, wvhen implementing a different way of treating

diarrhea.

Two teams were trained at the same time, and the guidance
vas provided by the staff of the ORT unit.

As a practical task, in addition to handling clinical
cases, each state team designed a work plan for the
creation of the ORT unit. It would serve as a guide of



subsequent supervisory and support visits. Also at the
beginning and end of each course, a knowledge evaluation
questionnaire was given to measure any changes. A
curricular certificate of participation in the course, was

also given.

Trained peraonnel were visited one during the year to
observe the results of the training and to offer advice and

support if necessary.

The GDPM organized and held four regional meetings. That
was done, in order to motivate and bring a greater number
of the region's professionals up to date on the activities
related to the CDD program. These meetings, held as
seninars-workshops, were attended by about 1,600 health
professionals from the country's 31 states.

IV. RESULTS OBTAINED
. The following results were obtained:

A. At the F.G. Children's Hospital the objectives were fully
achieved and training goals vere surpassed. More important
however, was the change in the behavior of health profes-
sionals. The change was reflected not only in the increasing
use of ORT, but also in the important multiplying function
they performed upon returning to their home hospitals.

B. Mexico now has more than 1,000 people trained to use ORT.
In each state the goals were fully reached, and in most
states they vere surpassed. Upon returning to their home
states, the teams created a great mobilisation in the
health sector, and community. They did it through private
medical organisations, like PEDIATRIC AND MEDICAL
ASSOCIATIONS, UNIVERSITIES AND INSTITUTIONS, to which they
belonged. The number of ORT units in the country is now
26, including the one in the 7.G. Children's Hospital in

Mexico City.

It is important to point out that as a direct result of the ORT
Clinical Training Program, the F.G. Children's Hospital decided to
routinely incorporate a monthly monographic course in clinical
training for-the use of ORT, in 1987 is full through November 1987.
It has become necessary to schedule courses outside the routine
program, in order to meet demand from Mexico and abroad

" V. CONCLUSION

Before I leave you today, I want to let you know that a
"triggering mechanism™ has been put into action which will have a
great impact on childhood mortality throughout Mexico.
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The Diarrheal Training Unit in the F.G. Children's Hospital
. already caused a big change in the attitude and behavior of health

personnel toward the ceorrect treatment of diarrhea.

As a consequence of this change, the mothers are also modifying
their behavior. This was proved the the last KAP National Survey
which shows that not only the percentage of mothers knowing about
ORS has reached 59.8%, but also that the use of ORS increased from
9% in December in 1985, all the way to 44.5% in Deccuber 1986.

God knows, we still have a long wvay to go, but if we could change:

= the use of antidiarrheal drugs for the use of ORT
- the overuse of antibiotics for hygiene practices
- fasting for feeding
- I.V. therapy . : for ORT therapy
and =~ fear of diarrhea : for fear of dchyd;ation
THEN
‘l’ WE WOULD HAVE WON THE BATTLE.
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In 1986, the Honduran Ministry of Health decided to increase the availability and
use of oral rehydration therapy through social marketing. Based on a review of their
diarrheal disease control program, the Ministry decided to develop a bifurcated strategy
to achieve this goal: first, they decided to strengthen the Ministry activities at the
community level and second, to develop a social marketing program within the private
sector. This presentation focuses on the development of the second strategy and how the
public and private sectors in Honduras are collaborating to meet a formerly unmet
need. The Ministry of Health asked the Academy for Educational Development to assist
them under the Communication for Child Survival (HEALTHCOM) project.

The process for developing the private sector strategy consisted of three phases:
a prefeasibility study conducted in the spring of 1986; a series of marketing research
studies conducted during the summer and fall of 1986; and a feasibility study in the
spring of 1987. In summary, we: .

- Identified and analyzed the marketing infrastructure,

- Assessed the institutional capacity for production, distribution,
administration and promotion of ORS,

- Assessed the market potential, and

- Defined the role of the Ministry.and tiie private sector in terms of
audience reach, production, distribution and promotion.

We began by examining the general characteristics of the Honduran market place.

HONDURAS GENERAL CHARACTERISTICS
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In 1986, the total population was estimated to be 4.5 million, with 40 percent of
the population living in urban areas and the remaining 60 percent residing in rural areas.
One-third of the population lives in Tegucigalpa and San Pedro Sula.

We stratified the Honduran population into five socio-economic groups. Group A
is approximately one percent of the population, B is five percent, C is 25 percent, D is 49
percent, and E is 20 percent. An unknown percentage of E is outside of the cash
economy. The average per capita income is U.S. $500.

Traditionally, the private sector serves the A, B, and a significant portion of C
Groups, since these people are primarily located in urban areas and have the ability to
pay for private medical services. Levels D and E and a percentage of C traditionally
seek services from the Ministry of Health facilities. Since a large percentage of D and E
Groups reside in rural areas, access to health facilities is somewhat limited.

According to the 1980 health sector assessment, 31 percent of the population had
reasonable access to MOH facilities and 31 percent had limited access. (Reasonable
access was defined as living within 45 minutes walking time or three kilometers of a
health facility.) This has improved over the past six years with the addition of a number
of rural health centers which now total more than 600. There are approximately 300
pharmacies and outlets licensed to sell medicines. These outlets are primarily located i in
urban areas--that is, towns with a population over 2,000. B

Since the health status is better in Groups A and B, diarrheal disease and its
associated problems is not as severe as in Groups C, D and E. Recent studies conducted
by the Ministry of Health determined that approximately nine percent of the population
receives treatment for diarrhea from the private sector, and the Ministry of Health
provides ORT treatment for 20 percent of the population.

HONDURAN POPULATION RECEIVING ORT.
FROM THE PUBLIC AND PRIVATE SECTORS
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It was evident that a large percentage of the population was not being served for
diarrheal disease and dehydration. Why was this?

- Inability to pay for products available through private sector channels
(pharmacies, licensed medical outlets).

- Lack of access to service providers: (ministry, physicians in private
practices, pharmacies and other licensed outlets), and

- Lack of choice to seek treatment from sources other than the
Ministry of Health facilities.

ORS SOCIAL MARKETING MEETS UNMET NEED
_____ (COMPLEMENTS MOH AND PRIVATE SECTOR SERVICES)

A
”
SEING SERVED s
BY PRIVATE
SECTOR
C
D
208
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It was clear there was an unmet need. We had to reach people who were not
currently seeking services from the private sector or MOH facilities, who lived in rural
areas, and who had limited ability to pay for products and/or services. Availability,
accessibility, affordability, and acceptability of ORS could be addressed through a social
marketing program which complemented existing efforts of the Ministry and private
sector.

The Ministry decided to explore the feasibility of how the private sector could be
used to increase the availability and use of ORS. Could the type of outlets selling ORS
be expanded? Would these retail outlets sell ORS? Would consumers buy ORS there?
Would existing commercial distribution channels carry the product? Would the private
sector participate?

The challenge became to understand the needs of the market place, the marketing
infrastructure, the strengths of the public and private sectors, and to design a program
that met the unmet need as well as complemented the work of the Ministry and the
services of the private sector.
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‘ We needed to understand more about the private sector--its goals, what was
important to it, and how it viewed the public sector. We needed to review the same
aspects about the public sector. So, we began to think through what the public sector as
well as the private sector's goals were.

Public Sector Goals:

To improve the quality of life,
To control and reduce public health problems,

To ensure access to service, treatment, and education for those
who cannot afford to pay for private services, and

To be cost effective.

Private Sector Goals:

Some of the key questions asked by the public sector before taking on a new

To provide a quality product or service, and

To make a profit.

é

initiative are:

Will this service or treatment help to improve the quality of
life?

Does this service or treatment address a major health problem?

Is this compatible with our policy? Programs and plans? Our
resources? ) .

How much will it cost?

What will the benefits be?

The private sector asks a different set of questions:

>

Can a profit be made?

~— Is there a demand for the product?

Who would use it?

" Is it of high quality?

Does this product fit within our existing product line?
If not, do we want to expand our product line?
Will it enhance our image?

What, if any, is the role of the government?



As this process unfolded, a number of perceptions began to emerge from the
public sector about the private sector and from the private sector about the public
sector. These perceptions reflected a series of concerns which influenced the thinking.
It is not a question of whether the perceptions are right or wrong, but that they exist.
Their existence affects if and how the public and private sectors can and will work
together.

Concerns of the public sector about the private sector:

Has different goals,

- Provides services and products that are not essential,

- Serves different segments of the population,

- Wants to make a profit, don't want to help people,

- Receives high salaries and many incentives, and

- Cannot be trusted, is c;:rrupt. :
Concerns of the private sector about the public sector: :

- Has a lack of staff motivation to get work done,

- Has an abundance of rules and procedures which interfere with
progress,

- Does not have a performance-based incentive system,
- Is influenced too much by politics,

* Has limited resources, and
- Is corrupt, inefficient, and controlling.

Articulating and understanding these concerns is the beginning of developing the
foundation for new alliances between the public and private sectors. Ignoring them or
denying them can lead to grawing suspicions and false expectations. And, as we all know,
one of the factors which can influence the success of development programs is
government support. '

Next we had to develop some basic operating principles. There were two
principles which stood out. The most fundamental principle was understanding that a
good deal was onhe where each party benefitted--when one party had something to offer
that the other wanted. The second was operating to and maximizing strengths--that it is
important to build from institutional capabilities.

-1
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The strengths of the public sector are:

Developing policy and programs to meet the health needs of the
country,

Many - years of experience with diarrheal disease control
programs, and

Knowledge of the complexity of marketing ORS to mothers and
understanding of the components of an effective demand
creation program.

The strengths of the private sector are:

Ability to produce and distribute a quality ORS product,

- Ability to distribute the product to commercial outlets
frequently and in a cost-effective fashion,

Ability to reach an audience not served by the Ministry, and

Ability to respond to changes in the market place rapidly.

We learned a number of things which influenced désign of the program.

Production:

Distribution:

There is a capacity to produce a quality ORS product in the
public and private sector, and

The cost of pl;oducing ORS is less in the private sector than in
the public sector. ,

There are more retail outlets than MOH facilities,

Increasing the number and type of outlets will increase
availability of ORS,

Commercial systems get resupplied more frequently than MOH
— facilities, and

Commercial distribution systems are efficient since each tier
- makes a small profit on items distributed.

.. -
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Consumers:
- Are willing to pay for medicines,

- Place more value on items paid for than those they receive free,
and

- Consumers in C, D, and E Groups may not be able to afford
products available in pharmacies.

Before we refined the program goal, we developed a working definition of social
marketing: it is the application of commercial marketing techniques and business
practices to produce a social benefit. Social marketing is a hybrid of public health
oriented social action programs. It is the application of marketing tools: marketing
research, product development, pricing, promotion, and distribution. It encourages
societally beneficial behaviors by appealing to people's self interest.

The goal of the private sector social marketing program has evolved over the year
as we learned more about the needs and capabilities:

GOAL: THE PRIVATE SECTOR SOCIAL MARKETING PROGRAM IS TO:
* Preduce and package 8 quality ORS preduct veing the WHO
formals by 8 local manuiacturer

- Which will ¢ distributed through existing commercial
dietribetion systome

* To retall cutiets concontrated Iy rural arcas and
« Sold at allerdabls price to rural methers

* Wish » prometion program decigned to stimulste snd
incresse demand for ORS

s



Given these as the basis, a series of models have been developed.

MODELS

MODEL A: Manufacturer and distributor are the same organization
Al: An ethical product manulacturer and distributor

A2: A pepuilar medicine manufacturer and distributor

MODEL B: Manufacturer and distributor are not the same organization

MODEL C: Manulacturer and one distributor are the same
organization and second distributor le different

L.

Model A: Manufacturer and distributor are the same organization.

In Model A, the manufacturing and distribution functions are carried
out by the same organizations. This model can be classified into two distinct
subgroups. Model Al is a company who has an ethical product line, and in A2
the company's product line focuses on popular medicines.

In general, these companies produce name brand products under
license with an international manufacturer, import a finished product, or
develop their own products. The marketing management process (product
positioning, promotional message content and materials, bonus and incentive
plans or special offerings) varies according to the type of product and the
manufacturer. In some cases when the product is produced under license or
imported as a finished good, the international manufacturer may supervise
the activities of the local firm and provide marketing support.

Resources available within each organization vary according to size
of business, number and type of products, and years in business. These
organizations have the ability to import raw materials, register products
(hame brand, package, price) with the Colegio de Farmaceutica, salesmen,
distributors, production personnel, and other necessary administrative staif
and the facilities for warehousing, production, packaging and shipping.

‘ \

In general, both types of companies take orders and deliver products
or sell directly to the retailers and mayoristas. Credit is frequently provided
to retail outlets where there are established relationships; other sales are
cash on delivery of the products.
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‘ " There are five distinct differences among the two options. First,

ethical products (those that are name brand or imported) must be registered
with the Colegio and the contents must undergo a chemical analysis.
Generics and all other products must have the name brand and package
contents registered with the Colegio prior to sale. Second, ethical products
are restricted to sales in pharmacies, puestos de ventas de medicinas and
hospitals. Sales of popular medicines are non-restricted. The number of
licensed ethical outlets is substantially less that the number of general
merchandising stores. Third, margins for ethical products are related by
law, whereas margins on popular medicines are not. Fourth, ethical
companies have a staff of medical detailers who make special visits to
physicians to promote products. Fifth, ethical manufacturers are more
likely to have more sophisticated quality control procedures.

2. Model B: Manufacturer and distributor are not the same organizatio}m

There are two different companies in Model B. One is the
manufacturer; the other is the distributor. It is similar to Model A in the
respect that the type of companies are both ethical and popular medicine
manufacturers or distributors. In Model B, the manufacturer would be an
ethical producer who would sell to a popular medicine manufacturer or
distributor. This model is based on the concern for quality control during
production and the need to achieve widespread and deep market penetration
in the rural areas.

the second distributor is different.

. 3. Model C: Manufacturer and one distributor are the same organization and

Model C is a combination of Models A and B. This model consists of
an ethical manufacturer and distributor who would market the product to
ethical outlets and sell the product in sufficient quantity to a popular
medicine or consumer goods distribution company.

The Ministry wants the private sector:
- To have a quality product produced, and
- To distribute this product to rural outlets.
The private sector wants:
-.a_*..- To produce and distribute the ORS product,
i To make a reasonable profit while doing this, and
- * To avoid government interference.
The Ministry has taken on the.unique role of examining the market place,
assessing the need, the market potential, and the infrastructure and associated costs.

The Ministry has made a major investment in the development of expanding the ORS
market in country. The private sector is interested in doing what it does well--

. marketing. .
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